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Reply
Thank you for your questions regarding our trial in particular
regarding the anatomical characteristics of the common and exter-
nal iliac segments. We agree that the two iliac segments have
distinct anatomical and pathophysiologic properties and, hence,
will behave differently when stented with either a covered or
bare-metal stent. In our study, we concentrated on the aortoiliac
segment, as defined as the distal aorta and common iliac arteries. dhe common iliac artery was the only vessel to have a covered stent
eployed within it. Fourteen patients had their external iliac arter-
es stented, and this was with a more flexible bare-metal stent in all
atients. The improved patency is related to restenosis of the
overed aortoiliac segments and not to the more distal stented
esions. We apologize if this was not made clearer in the article.
We utilized the TransAtlantic Inter-Society Consensus
TASC) II classification, as this is the most widely used system for
he distribution of arterial disease in the world. It is unfortunately
eneric and not specific in that all disease patterns are placed into
ne of four categories. It also has historically been utilized as a
eans of defining lesions either suitable or unsuitable for endovas-
ular treatment. We acknowledge that the future TASC III classi-
cations will endorse an “endovascular first” approach for all four
ategories, depending on the skill level of the operator. The
xcellent recommendations for trials end points made by Diehm
nd colleagues were published in 2008 and that was unfortunately
fter the protocols had been submitted and our trial had been
egistered. A decision was made at the time not to change the
rotocols in the middle of the trial.
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